STATE OF CALIFORMIA-~HEALTH AND WELFARE NCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 953814

October 16, 1992

ALL~COUNTY INFORMATION NOTICE I-54-92

[X] State Law Change
TO: ALL COUNTY WELFARE DIRECTURS [ ] Federal lLaw or Regulation
Change
[ ] Court Order
[ ]} Clarification Requested by
One or More Counties
[ ] Initiated by SDSS

SUBJECT: FORMS, NOTICES, AND CHARTS RELEVANT TO THE AFDC/RCA PROGRAM CHANGES
REQUIRED BY THE RECENTLY ENACTED STATE BUDGET

REFERENCE: ALL COUNTY INFORMATION NOTICE (ACIN) I-49-92
ALI-COUNTY LETTER NO. 92-78

The purpose of this letter is to provide you with information and materials
you will need to implement AFDC changes required by the recently enacted State
Budget and the accompanying Legislation, SB 485, Chapter 722, Statutes of 1992 as
well as the 1991 amendments to Welfare & Institutions Code Section 11201.5 (100
Hour Rule). As we informed you in ACIN I-49-92, the changes which could take
effect as early as December 1, 1992 are:

MAXTMUM ATD PAYMENT (MAP) REDUCTION

The provision requires a 1.3 percent reduction to the MAP levels. For your
information the 1.3 percent reduction is computed against the June 1992 MAP levels
and then subtracted from the October 1992 level. This reduction, along with the
4.5 percent reduction effective October 1, 1992, produces a 5.8 percent total
reduction to the MAP that was in effect prior to October 1, 1992.

RELOCATION FAMILY GRANT (RFG)

This provision restricts the grant amount to either the California camputed
grant or the MAP amount from the prior state of residerce (plus California special
needs, if applicable), whichever is less. This rule provides that when an AU does
not conta;.n any member who has lived in California for at least 12 months, the
AU's grant will be determined using the RFG rule. The RFG rule will continue to
apply until at least one member of the AU has resided in California for 12
consecutive months.

ELIMINATION OF THE 100-HOUR RULE

This provision requires the elimination of the 100-hour work limit for AFDC-U
recipient cases. This means that AFDC-U principal earner recipients may work over




100 hours in a month and still remain eligible to AFDC-U. However, the 100-hour
limit will continue to apply to AFDC-U applicant cases as a means of establishing

unemployed parent deprivation.
ATTACHMENTS

We are providing the following attachments to allow counties sufficient lead-
time to plan for implementation and training of staff.

NOTE: If voters approve the Government Accountability and Taxpayers Protection
Act (GATPA) in the November 3, 1992 election, Attachments I through VI will not be
implemented. We would then provide you with new instructions and material as soon

as possible.
GENERAL MASS INFORMING NOTICE — TEMP BC 1 (Attachment I)

The language on this notice is intended to serve the same purpose for the 1.3
percent reduction as it did for the 4.5 percent reduction. The 1.3 percent
rollback notice should be used to give advance warning to mitigate the impact on
the Cash Aid population. We recommend that you utilize this notice to alert Cash
Aid recipients of the MAP rollback, to enable them to both plan ahead and to
address their questions to the State. The notice has the State's special toll
free number. In addition, information about the RFG and the elimination of the

100-Hour rule has been included.

AFDC PAYMENT STANDARD TABIE (Attachment IT)

Attachment II is the AFDC Payment Standard Table containing the 1.3 percent
reduction.

MAP CHART FOR OTHER STATES AND U.S. TERRTTORIES (Attachment IIT)

This chart, used in conjunction with the RFG Rule, provides the MAP amounts
for the other states and U.S. Territories.

NOTE: The amounts will be updated semi-annually effective each April lst and
October lst. This is a change from the draft requlations transmitted in ACIN I-
49-92, which stated that the amounts would be updated on an annual basis.

AFDC NOAS (Attachment IV)

Attachment IV contains seven reproducible copies of AFDC NOA forms and two NOA
message documents with implementing instructions for the Budget changes.

AFDC FORMS (Attachment V)

Attachment V contains the forms BC JA 2 SUP (11/92), Supplemental Statement of
Facts - Cash Aid, Relocation Family Grant (RFG) and the BC CA 30 (11/92) (Budget
Change), Budget Worksheet. The BC JA 2 SUP provides information about the RFG and
collects the necessary information to determine if the RFG applies. This
supplemental form is to be used in conjunction with the JA 2, the CA 8 and the CA
8A. The BC CA 30 Budget Worksheet will implement the RFG provisions. Counties
may locally reproduce stock of the CA 30, BC JA 2 SUP and the NA 200. If you need




camera ready copies of these forms, please call the Forms Management Bureau at
(916) 657-1984.

Counties will need to locally reproduce 6-8 weeks of stock of the BC JA 2 SUP.
State produced stock of a revised JA 2 will go to print on November 4, 1992 with
stock expected to be shipped to the counties in December 1992.

Counties that order state reproduced stock of the JA 2 are asked to submit a
GEN 727 B, County Forms Order, to the Department of Social Services Warehouse,
with the Form Name and Number as follows: “WRDP/BC JA 2 (11/92)." Please limit
your GEN 727 B request to the WRDP/BC JA 2 only and submit your order by November
25, 1992. Also, please limit your initial stock amount to a three month supply of
the WRDP/BC JA 2. After you receive your initial order, you can submit a new GEN
727 (B) for an additional three month supply of foms.

TRANSLATIONS (Attachment VI)

Attachment VI contains reproducible copies of the Spanish language mass
informing notice, the BC JA 2 5UP, and the seven NOA forms. Camera ready copies
of these documents in Spanish, Vietnamese, lLac, Cambodian and Chinese will be
forwarded under separate cover by the Language Services Bureau.

FOOD STAMPS

Adjustments to Food Stamp benefits made as a result of the reduction in Cash
Aid levels shall be handled as a mass change as specified in M.S. 63-504.392. The
general mass informing notice (Attachment I) contains the Food Stamp information
necessary to inform recipients of the changes. An individual Notice of Increased
Benefits (DFA 377.4) is not required.

CONTACTS

If you have any questions or need further information regarding the Budget
changes, please contact the following staff of the AFDC Policy Implementation
Bureau at (916) 654-2137 or CALNET 464-2137: MAP Reduction/Relocation Family
Grant: Jane Laciste; 100 Hour Rule/Relocation MAP Chart: Yvonne Iee; NOAS: John
Honeycutt; Forms/Notices: Elizabeth Allred. For Food Stamp Program questions,
please contact Suzanne McNamee at (916) 657-3815. For questions related to
translations, please contact Armand Herra at (916) 654-1286.

MICHAEL C.

Deputy Director
Welfare Programs Division




STATE OF CALIFORNIA ~ HEALTH AND WELFARE AGE

DEPARTMENT OF SOCIAL SERVICES

ATTACHMENT 1

IMPORTANT NOTICE FOR CASH AID RECIPIENTS

PLEASE READ

A CHANGE IN STATE LAW

As of December 1, 1992, State law changes the rules for cash aid. The new rules lower the maximum amount of cash
aid a family can get, limit the amount of cash aid for applicants who have not lived in California for the iast 12 months,
and remove the Himit on the number of hours a recipient can work and still be eligible for cash aid.

MAXIMUM AID PAYMENT (MAP) CHANGE

State law lowers the Maximum Aid Payment that a
family can get by 1.3 percent. See the table to the right
1o find outl the most your cash aid may change. This
change will take effect December 1, 1992. If we are not
able to iower your December cash aid right away, you
will be overpaid and will have to pay this money back.
You will get another notice it you are overpaid.

You need to ptan for this change. If cash aid is your only
income, you will have less money to meet your family's
needs. But if you go fo work, even part-time, or have
other income you can keep more money to meet your
family’s needs.

TO GET MORE INFORMATION
Piease call toll free: 1-800-825-8960
or

TTD for hearing impaired: 1-800-952-8349

FOOD STAMP CHANGE

Most families will get more Food Stamps
when their cash aid goes down.

RELOCATION FAMILY
GRANT

The Relocation Family Grant applies 1o applicants who
have not lived in California for the last 12 months. The
Relocation Family Grant limits the amount of cash aid a
family can get to the lesser of:

. the MAP from the State where they last lived; or
. the cash aid figured for California.

The Relocation Family Grant can apply for up to 12
months.

TEMP BC 1 {1192)

CASH AID MAP
TABLE
PERSONS oLD NEW
ON AID MAP MAP DECREASE
1 $ 311 $ 307 $ 4
2 511 504 7
3 633 624 9
4 753 743 10
5 859 847 12
6 965 ab2 13
7 1,059 1,045 14
8 1,185 1,139 16
9 1,247 1,230 17
10
or more 1,340 1,322 18
ELIMINATION OF THE
100-HOUR RULE

The change in State law allows a recipient to work more
hours. There is no longer a limit on the number of hours
a recipient can work and still be eiigible for cash aid.
There is only a limit on the amount of income you can
earn and still remain eligible.




Estimates Branch
Septesber 02y 1991

AFDC PAYHKENT STANDARDS
EFFECTIVE DECEMBER 1, 1992

ATTACHMENT 11

ASSISTANCE HAXIHUN 185 IN-KIND INCOHE 801
UNIT AID ¥BSAC oF o= —m- - 113
S1It PAYHERT HBSAC HOUSING  UTILIVIES FOOD  CLOTHING Hap

1 307 345 438 155 33 87 27 5 x
2 204 11y 11048 209 3 184 a0 403
3 424 703 1¢300 x 229 41 235 74 499
4 743 834 1:542 x 239 4 290 161 594
5 847 952 v 781 739 47 350 128 477 x
4 352 10070 . 1:979 x 239 47 304 151 761
7 1:045 1:175 21173 9 42 453 180 834
8 1,139 1,281 21249 1 239 42 494 2402 911
9 1,230 1,388 2547 1 239 42 44 230 984
10 19322 12508 21789 x 239 47 289 252 1+057 &
Hore than 10 1,322 fdd $14 for each

additional person

Reference 44-315,311 44-315,311  48-207.113  44-115.3H-rmreemmm s e oo —rwmmmmamee e 38-407,1
44-211,531

t - Rounded down Lo the next lower whole dallar in accordance with 45 CFR Che IT Sec. 233.26(a)(2}(iv),



ATTACHMENT TTT

RELOCATION FAMILY GRANT PEsusd:  Dotitar LERg
Maximum Ald Payments for All Other States and U.S. Territories
Aaslstance Unit Size
1 1
STATE CHILD JADULYT 2 3 4 5 & 7 B 9 10 i1 12 13 14 15

Alabama 100 | $100] $123 | 5145 5168171 $194f $219| 5250 %2801 8311 $342) 5373 $404 | 5435 | $466 $497
Alaska 326 515 821 9239 10251 1127} 1229} 1331} 1433 1535| 1637 17391 1841} 1943 | 2045 2147
Arizona 128 198 266 334 401 4635 537 605 673 T4 808 875 9421 1009 | 1076 1143
Arkansas gl a1 162 204 247 286 331 373 415 457 457 457 457 457 457 457
Colorado 99 214 280 356 432 51z 590 652 715 779 840 902 959 | 1016t 1072 1129
Connecticut 356 356 4732 581 683 781 384 9974 1102% 1183 13041 13591 14891 1527 | 1643 1744
Delaware 201 201 270 338 407 475 544 612 681 750 319 888 957§ 1026 ]| 1085 1164
Dist. of Columbia 258 258 321 409 499 57% 576 776 858 943 1025} 1081 11s21 1215 ] 1281 1329
Florida i80 180 241 303 364 426 487 549 610 671 733 795 857 19 981 1043
Georgila 155 155 235 280 330 378 410 444 470 496 53¢ 568 568 568 568 568
Guam 420 420 537 673 776 874 985 11i41) 1251 F 13514 1449 15507 1651 1752 | 1853 1654
Hawaii 407 407 550 693 835 978 1121 | 12631 1406 1549 1691 | 1834 19877 2120 1§ 2262 2405
Tdaho 208 208 254 315 357 359 433 47% 522 566 609 652 595 739 782 825
I1lincis 162 212 268 3167 414 485 545 574 604 635 669 705 741 78l 822 866
Indiana 139 139 229 288 346 405 463 522 580 639 557 756 314 873 831 990
Towa 183 183 361 426 495 548 610 670 731 791 36% 9521 1039 | 13126 [ 1213 1300
Kanasa 239 239 321 396 462 521 5840 639 701 760 819 378 937 896 | 1055 1114
Kentucky 162 162 196 228 285 333 376 419 419 419 419 419 419 415 419 419
Loulsiana 71 71 136 190 234 276 315 352 390 426 462 501 540 580 620 662
Maine 127 214 337 453 569 685 801 917 1033 1149)] 1265) 1381} 1497 1613 [ 1729 1845
Maryland 167 167 254 377 454 528 7% 651 715 773 834 395 954 | 1613 | 1073 1134
Massachusetts 392 382 486 579 068 Tel 354 946 1037 1128 )| 1220 1315} 1410 1506 | 1600 1695
Michigan 96 276 371 459 563 653 792 868 944 10206 1096 | 1172] 1248 1324 [ 1400 1476
Minnesota 250 250 437 532 621 697 773 aso ENES 980G | 1035| 1089 1142 1195 | 1248 1301
Mississippl &G 60 96 120 144 168 182 216 240 264 288 312 135 360 184 408
Missouri i35 135 234 292 341 387 430 473 514 554 594 635 675 715 755 796
Montana 86 238 322 405 488 571 654 738 822 gs1l 599 933 947 997 | 1025 1052
* For hbosizss greatsr than 185, oontacst the G082 policy analvsc

v

Jedated semi-annusily effective April l=zt and Gotstar 1st of esch aa




Asslstance Unit Size

RELOCATION FAMILY GRANT
Maximum Aid Payments for All Other States and t.5. Territories

1l 1
STATE CHILD |ADULT 2 3 4 5 6 7 8 S 10 11 i2 i3 14 15
Nebraska $222] $222] $293| §364 | $435| $506| $5771 $648| $719) $790) $861| $932 (51003181074 511451%121¢
Nevada 230 230 289 348 407 466 525 584 643 702 761 819 878 937 956§ 105%
New Hampshire 145 388 451 516 575 631 707 766 854 902 975} 1056 | 1124{ 1187 12504 1313
New Jersey 162 162 322 424 488 552 616 680 744 808 872 936 | 1000{ 1064 11284 1182
New Mexico 152 192 258 324 385 455 520 586 652 717 783 849 814 8979 1044} 1108
New York 352 352 468 577 687 800 884 1010) 110x} 1172) 1246 1318 | 1391 1463 1536} 1608
mOHnE Carolina 181 181 236 272 297 324 345 373 386 406 430 448 473 496 521 546
North Dakota ios 217 326 401 491 558 616 656 698 740 782 824 Be6 908 950 592
Chio 189 199 274 334 413 483 538 601 667 733 800 864 930 596 1061} 1127
Oklahcma 95 211 264 341 423 495 565 639 701 762 762 762 762 762 762 T62
Oregen 209 310 335 480 565 660 785 840 925 985] 1090) 1195 | 1300C| 1405 1510% 1615
Pennsylvania 205 205 316 403 497 585 670 753 836 919| 1002] 1085 1168] 1251 13344 1417
Puerto Rico 132 132 156 1890 204 228 252 276 300 324 348 372 396 420 444 468
Rhode Island 327 327 449 554 632 710 800 880 870 1042| 1132 1212 | 1293} 1375 1461 1542
South Carolina 124 124 167 210 252 295 337 380 423 465 508 550 593 635 678 720
Scuth Dakota 284 284 357 404 4590 497 543 589 635 631 728 774 a20 866 912 958
Tennessee 95 95 142 185 226 264 305 345 386 425 487 508 549 589 630 670
Texas 63 75 158 184 221 246 284 308 351 377 420 446 438 514 557 583
Utah 233 233 323 402 470 536 589 618 648 677 705 735 764 793 822 851
Vermont 465 465 567 673 755 845 90271 1001] 1084F 1163 12421 1321 ] 1399] 1473 15571 1636
Virgin Islands 120 120 180 240 300 360 420 480 540 600 660 720 780 840 209 g60
Virginia 157 157 231 291 347 410 435 435 435 435 435 435 435 435 435 435
Washington 339 339 428 531 624 719 817 9431 1044 1044} 1044] 1044 | 1044) 1044 1044 1044
West Virginia 145 145 201 249 312 360 413 461 a1 477 477 477 477 477 471 477
Wisconsin 249 249 440 518 618 708 766 830 879 921 543 963 983 1003 1G23] 10643
Wyoming 155 185 320 360 350 450 510 575 640 100 765 7T 189 801 313 325

** gpdated semi-annually

For AU sizes greatar th

&

an
ffe

15, ceontact the D83 policy analyst.

ctive April 1st and October lst of each ysar.




ATTACHMENT IV

NOTICES OF ACTION

This attachment includes all new or revised English languagse
Notices of Action {NOAs) needed for implementation of this
package. A revised NA 274 Continuation Page =~ Overpayment
Computations, reflecting the new Relocation Family Grant
computation, will be issued at a later date.

Clients must receive timely and adequate notice of all changes to

their aid caused by the change in law.

LIST OF ATTACHED NOAS, AND INSTRUCTIONS FOR UPDATING THE AFDC NOA
HANDBOOK

Handbook Sectlon 5 - NA FORMS AND FORM INSTRUCTIONS

o} Insert revised NA form and instructions; remove obsolete
versions:

o NA 200 (11/92) CHANGE
0 Tnstructions for NA& 200 (131/92)

Handbook Section 6 - NOA MESSAGE DOCUMENTS

o Insert new message documents:
o M89-4024 - RFG Approval
o) M8G-402S - Stop RFG Rules

Handbook Section 7 - NOA MES3AGE FORMS

o Use of this section is at county option. Insert new message
forms if yvou are using thils section. These forms are
provided for county convenience.

o MFB89-U024 RFG APPROVAL
0 MF8G-4025 CHANGE, STOP RFG

Hot filed in Handbook:
0 The use of these NOAs is temporary:

RBK 11t - CHANGE

RBK 12t -« CHANGE MIDMONTH

BBK 13.1t - CHANGE INC. O/P

RBK 13.2t - CHANGE INC. O/P - Continuation Page for RBK
13.1¢

o0 0o

IV -1




GENERAL PLAN FOR USE GQF ATTACHED NOAS

0 The generic Monthly Cash Aid Amount computation, reflected
in the right hand column of the NA 200 {(and of the other
attached NOAs as well), has been revised to include the
computation of the Relocation Family Grant, Lines 8, 12, 13,
and 14, In addition, it has been revised to provide a
clearer presentation of the information that it contains.

o The series of U4 RBK (for RollBacK) forms is for temporary
use 1n transitioning to the new MAP levels,

o The new M89-4024 message is for ongecing use in approving aid
using the Relocation Family Grant rules.

0 The new M89-402S message is for ongoing use in transitioning
a family from the RFG rules to a regular California grant.

REVISED GENERIC "MONTHLY CASH AID AMOUNT™ COMPUTATION (NA 200)

The computation secton of the NA 200 is "generic" in the sense
that a large variety of NOA messages have been designated for
placement on the "blank" NA 200 form. Thus, counties should take
note that all NOA forms or formats that they have developed,
based on the NA 200, are affected by this revision, and must be
changed accordingly.

The only change to the way that the Monthly Cash Aid Amount is
actually computed is the inclusion of the Relocation Family
Grant, reflected in Lines 8, 12, 12, and 14, All other changes
to the computation section are changes in the way the information
is presented; they are not changes in the way aid is figured.

The main changes to the computation section are described below:

o) Changes to Section A

o} ~ The "$30 Disregard" line has been removed as
unnecessary and tc save space.,

o} The "$30 and 1/3 Disregard" line that remains is
unchanged, but it will now be used to show EITHER the
$30 Disregard or the $30 and 1/3 Disregard, as
appropriate.

o One of the 3 lines used to show Other Countable Income
has been removed to save space.

Iv-2




o Changes teo Section 3

o Former Line 3 "Subtotal" has been removed as
unnecessary and to save space.

o) "Subtotal A" has been renamed "Basic Need Subtotal™ to
provide a more meaningful name.

o "Subtotal B" has been renamed "Maximum Aid Subtotal” to
provide a more meaningful name.

o] "Cash Aid Amount"™ has been renamed "Full Month Aid
Subtotal" to provide a name that shows that the figure
is for a full month in contrast to the new line below.

o New Line 9, "Line 8 Prorated for Part of Month," fills
a gap in the computation, where there was no place to
show a partial month proration, when applicable.

0 "OQverpayment Adjustment" has been renamed "Adjustment
to Collect Overpayment" to show that the adjusiment is
a collection.

0 Lines 12, 13, and 14 have been added to show components
of the new Relocation Family Grant computation.

A NCA contazining tnis generic computation must be used when
providing notice to Relocation Family Grant cases,. For all other
uses, counties may continue using the 7/91! version of the NA 200
fand other NOAs using the same version of the computation) until
current stock is exhausted.

USING THE RBK SERIES OF NOAS TO TRANSITION TO THE NEW MAP LEVELS

The RBK Series of NCAs ineluded in this package and the
procedures for their use are very similar to the RBK Series of
NOAs and procedures sent to counties on September 4, 1992 as
Attachment ITI to All-County Letter No. 92-78. This letter
provided instructions for implementation of the 4.5 percent MAP
rollback. Most of the following instructions, except for dates
and form numbers, are taken verbatim from that Attachment.

IV-3




Time Frames

The RBX NOAs are based on December 1 as the effective date of the
1.3 percent MAP reduction. Each of these alternative NOAs covers
a different set of circumstances, depending on how soon the
county can mail the NOA. If you have sufficient lead time before
November 20, you must use the first NOA, RBK-11t, and mail it on
or before that date. If you cannot meet that date, but can mail
the change NOA by December 4, use the second NOA, RBK-i2t, and
mail it on or before December 4. If you cannot mail a NOA by
that date, use the third NCA, RBK-13.1t with continuation page
RBK-13.,2t, and mail them as soon after December U4 as possible:

o} RBK~11t - Change. If ysed, must be mailed by November 20.
This is a simple NOA providing timely and adequate notice of

the December 1 change.

o] RBK=-12t - Change Midmonth. If used, must be mailed during
the period, November 21 thru December 4. Changes monthly
aid as of December 1 and changes midmonth warrant to avoid

an overpayment,

o RBK~13.1t and RBK-13.2t - Change Inc. 0/P (2 pages). If
used, 1s to be mailed as soon after December 4 as possible.
Changes monthly aid as of January 1 and deals with December
overpayment, This NOA is provided for those situations In
which it is not possible to notify the client earlier.

These NOAs are designed for situations where the rollback is the
only ac¢ticn. The three Page 1 NOAs are each to be used with the
standard NA BACK 6. For cases in which you have cother actions to
combine with the rollback action, combine them on the appropriate
MA form according to standard procedure.

Special DSS Phone Lines for Client Inguiries and Appeals on the

We have installed special phone lines to provide information to
clients who want to know more about the State law change. Appeal
requests on the rollback will also be accepted on these lines.
Information about these phones is incliluded on the enclosed NCAs.

A11 NOAs that you prepare for rollback must include these phone
numbers.

IV-Y
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We will provide special handling of mailed requests for a State
hearing for cases in which the CNLY reason for the change in aid

is the roillback.

Special mailing instructions are included immediately below the
standard "State Hearing" section on the right hand side of each
attached RBK Series NOQOA:

If you want a hearing, send your regquest to:
State Dept, of Social Services
Administrative Adjudications DBiv.

T4 P St., M.S. 19-98
Sacramento, CA 95814
rather than to the address on the back.
This will allow quicker handling of your appeal.

{Los Angeles County will substitute in the address, "M.S. 19-99"
for "M.3. 19-98.)

When preparing County NOA forms for rollback, include this
language ONLY on forms intended for rollback-only use. When you
prepare NOA forms for mixed use, rollback plus some other action,
do NOT incliude this s3pecial message.

instructions for Completing Attached Rollback NOAs

A1 NOAs

e} Fill in the "from" and "to" §$ amounts,

0 Fill in Sections A and B with applicable months and amounts.

RBK-11t - Change:

o This is the preferred alternative.
o] For mailing by November 20, when you ecan still give timely
notice of the rollback effective December 1.

RBK-12t - Change Midmonth:

o] This is the first backup alternative.

O For malling during period of November 21 thru December 4,
when you can still give timely notice of a change to the
Mid-December warrant.

IvV-5




ABK~13.1% and RBK-13.2t - Change Tnec. O/P

o] This is the second backup alternative. This timing results
in an overpayment for December and a great deal of extra
work. Avoid it 1f you e¢an.

o} For mailing after December 4, while you can still give

timely notice of the rollback for January 1.

o) Page 1 - Fill in amount overpaid for December.

o] Page 1, Section B, Line 10 - Include the amcunt of the
overpayment adjustment, if any, being coliected from the
January grant. .

o Page 2 - This page must be sent with Page 1.
Q Page 2 - Check the appropriate box{s) about collection of
the overpayment.

o} Additicnal Continuation Pages:

o NA 274C (7/917) -~ OVERPAYMENT COMPUTATIONS - Fill in and
attach to show the computation of the overpayment.

o N&A 275 {(7/91) - OVERPAYMENT ADJUSTMENT COMPUTATION -~ If
grant adjusting for the overpayment in January, fill in
and attach to show the amount of overpayment that can
be collected in January.

o] Complete the page numbers on each page.

Summary for RBK HNOAS

Three reproducible Page 1 RBK NOAs and a Continuation Page NOA
are attached, Use the Page 1 NOAs with the NA BACKX 6. The Page
1 NOAs contain a special State Hearing address and special phone
numbers. The attached NOAs can be used as-is for rollback-cnly

notification.
All rollback NOAs must be timely and adequate.

The NOAs are designed for use during the time frames specified
above.

1v-6




When you prepare your own NOA forms for rocllback:

O

Start with a standard NA form, most likely, the NA 200.

For NOAs to be used exclusively for rollback, include the
special State Hearing address.

For rollback NOAs that include one or more additional
messages, do NOT include the special address.

Include the special telephone numbers on ALL rollback NOAs.

Iv-7




STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY

NO-”C E OF ACTION COUNTY OF DEPAHTMENT OF BOGIAL SERVICES

Natics Dme

Nams

Worker
Name

Teleghone:
Address

“‘F"fessge’ - Quaestions? Ask your Worker.
Stata Hearing: If you think this action is wrong, you can
ask for a hearing. Tha back of this page teils how. Your

benefits may not be changed ¥ you ask for a hearing
befors this action {akes place.

L _

Monthly Cash Ald Amount

Section A. Countable Income, Month of

Total Earned INCOMB....ccoienrire e cersesssnrenasnenns $
Work Expensa Disregard........cvvivcecnnniinnnns -
$30 and 1/3 Disregard .......cocervevevvevsvvsssecersnnss ™
Dependent Care Disregard.........cccrcereenmrereracane -
Other Countable income -- Sources:
+
+
Court Ordered Support You Paid.......ccocnecearee =
Net Countable income..........eecececcriee =
Sectlon B. Your Cash Aid, Month of
1. Basic Need, Parsons......cccceeen $
2. Spacial Nesds .......cccovrenvveniscncineiecsnnnnens +
3. Net Countable Income from Section A...... -
4, Basic Need SUbtOtal............ooeerrocerree =
5. Maximum Aid, Persons ............ $
6. Special Needs ... cereecrrovaresnesresens +
7. Maximum Aid Subtotal ... = :j
8. Fuli Month Ald Subtotal
{Lowest Amounton Line 4, 7, or 14) ..... =
9. Line 8 Prorated for Part of Month.............. =
10. Adjustment to Collect Overpaymant.......... -

11. Monthly Cash Ald Amount
(Line 8 or 9 less Line 10) e cvmerrcrcennes =

12. Former State MAP, Persons.... $
13. Special Needs (California).........ccoerverreenens +

14. Former State Subtotal ..........ccovevvurvreeennnes - [::]

Rules: Thess rules apply; you may review them at your welfare
offica. MPP

NA 200 (11/82) CHANGE {BUDGET CHANGE} Page 1 of




INSTRUCTIONS

NA 200 (11/92) CHANGE

This is a multipurpose generic "blank" Notice of Action form,
typically used for change messages. It is blank in the left
column and shows the computation of the monthly cash aid amount
in the right column. It can be used whenever such a general form
is neesded, subject to the rules for completing Notice of Actlon
forms contained in %the AFDC NOTICE OF ACTICN HANDBOOK.

The form must be backed with the current NA Back.

LEFT CCOLUMN

o] Enter the message to the client. This typically will come
from one or more NOA messape documents contained in the
AFDC NOTICE OF ACTION HANDBOOK,

o} Under "Rules," you will typically enter the MPP regulation
citations shown near the top of the appropriate NOA message
document(s).

RIGHT COLUMN
o Fill in all applicable blanks.
o} Lines 12 thru 14 - These lines are exclusively for

Relocation Family Grant situations. Fill in only when
Relocation Family Grant rules are applicable.

file: na200ibe
date: 10-2-§2




State of California Manual Msg. No.: "99-402A
Department of Social Ser :es Action :  .prove
Issue: Application
Title: RFG Approval

Auto ID No. : Form No. : NA 200
Flow Chart No. : Effective Date : 12/01/92
Source : 1952 State Budget Revision Date

Rules: MPP 40-173.1, U4#-315.4 and .5, 44-317, 89-402.4

MESSAGE:

As of , the County has approved your cash aid and
cash based Medi-Cal. Your first day of cash aid 1s .
Your first Monthly Cash Aid Amount is $ . It is figured from

your Full Month Aid Subtotal.

Your cash aid is figured using the rules for a Relocation Family Grant,
and your Full Month Aid Subtotal is the lowest of the following
subtotals in Section B:

Basic Need Subtotal
Maximum Aid Subtotal {(Californial
Former State Subtotal

Your Former State Subtotal is based on the Maximum Aid Payment (MAP) of
. This MAP will be used %to figure your grant for no
more than _ month(s). You will get another notice before aid changes.

Here's why you get the Relocation Family Grant:

No one in your assistance unit lived in California for 12 months in a
row just before you applied for cash aid.

INSTRUCTIONS: Use to approve aid figured using the rules for a
Relocation Family Grant.

o} Fill in all blanks.

o Fourth blank - Fill in name of former state.

file: mB89%402abe




‘State of California : Manual Msg. No.: "9-40253
Department of Social Serv.ces Action : onange
Issue: Restriction
Title: Stop RFG Rules

Auto ID No. : Form No. 1 NA 200
Flow Chart No. : Effective Date : 12/01/92
Source: 1992 State Budget Revision Date

Regulation Cite: MPP 89-402.4

MESSAGE:
As of , the County is changing:
[ ] Your monthly cash aid from § to $ .

[ 1 The way your monthly cash aid is figured, but there is no change
to the amcunt of your aid.

Your aid is no longer figured using rules for a Relocation Family Grant.
Here's why:

At least 1 person in your assistance unit has now lived in California
for 12 months in a row.

INSTRUCTIONS: Use at the end of the Relocation Family Grant period to
inform the client that the period has ended.

o} Check applicable box.

o] Fill in all blanks.

file: 1.m.docs/m83402sbe
date: G/29/92




NOTICE OF ACTION

{ADDRESSEE)

—

L

As of , the County has approved your
cash aid and cash based Medi-Cal. Your first day of cash aid is

Your first Monthly Cash Aid Amount is $ Ltis
figured from your Full Month Aid Subtotal.

Your cash aid is figured using the rules for a Relocation Family
Grant, and your Full Month Aid Subtotal is the lowest of the
following subtotals in Saction B:

Basic Need Subtotal
Maximum Aid Subtotal (Calfifornia)
Former State Subtotal

Your Former State Sublotal is based on the Maximum Aid
Payment (MAP) of
This MAP will be used to figure your grant for no mors than

month(s). You will get another notice before

aid changes.
Here's why you get the Relocation Family Grant:

No one in your assistance unit lived in Caiifornia for 12 months in
a row just before you applied for cash aid.

Rules: These rules apply; you may review them at your welfare
office. MPP 40-173.1, 44-315.4 and .5, 44-317, 89-402.4.

COUNTY OF

STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

Notice Dete :
Ca

Name

Nt

Worker
Name

Address :

Questions? Ask your Worker.

Stata Hearing: I you think this action is wrong, you can
_J ask for a hearing. The back of this page tells how. Your
benelits may not be changed if you ask for a hearing

before this action takes place.

Monthly Cash Aid Amount

Section A. Countable Income, Month of

Total Earned Income........ccvvmenencniccesneessen:. $
Work Expense Disregard.........ccccvvevvvrmvvcniinns =
$30 and 1/3 Disregard .........cccoceeeevrernsreceereseanns -
Dependent Care Disregard........c.ceccernvccenvincnns -
Other Countable Incoma -- Sources:
+
+
Court Ordered Support You Paid.....ccceeveveeennn »
Net Countable Income...........cccccrnveeneee =
Section B. Your Cash Aid, Month of
1. Basic Need, Persons........cceee. $
2. Special Needs ..........cccecvevnevevnnsnenrnrnarns +
3. Nst Countable Income from Section A...... -
4. Basic Need SUBOtal..c.vvreccrmmmmrieee = ||
5. Maximum Aid, Persons ........... $
6. Special Needs ........ccovvccvecrcccenrvrrvinns +
7. Maximum Aid SUBLOLal ....oo.vvereeeeeeerene = ]
8. Fuli Month Aid Subtotal
{Lowest Amounton Line 4, 7, or 14) ..... =
8. Line 8 Prorated for Part of Month .............. '-..'..'
10. Adjustment to Collect Overpaymant.......... -

11. Monthly Cash Ald Amount

{Line 8 or 9 less Line 10}........

12. Former State MAP,

13. Special Neads (California}.........
14, Former State Subtotal ................

...............

MFB8-402A {11/92) RFG APPROVAL

(BUDGET CHANGE)

Page 1 of




STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY

N OTI C E 0 F ACTI o N COUNTY OF DEPARTMENT OF SOCIAL SERVICES

Netice Date :

Name

Number
Worker
Name

Number

Addresa

(ADDRESSEE) Questions? Ask your Worker,

[ ]

State Hearing: H you think this action is wrong, you can

ask far a hearing. The back of this page tells how. Your

benefits may not be changed if you ask for a hearing
L__ __J befora this action takes place.

As of , the County is changing: {Monthly Cash Ald Amount

[ Your monthly cash aid from $ to § Section A.  Countable income, Month of

Total Earned Income......oecvienivvnin e $
Work Expense Disregard........ccoinninnicnnnen -
$30 and 1/3 Disregard ..o cevcecrnemeciee s -
Dependent Care Disregard......cocoiiiciiniiiienass =
Other Countable income -- Sources:

] The way your monthly cash aid is figured, but there is no
change to the amount of your aid.

Your aid is no longer figured using rules for a Relocation Family
Grant,

o+
Here's why: +
Court Ordered Suppert You Paid.........cccooienins =
At least 1 person in your assistance unit has now lived in Net Countable Income...........cnii =
California for 12 months in a row.
Section B. Your Cash Ald, Month of
. Basic Need, Persons.....cewn. $
. Special Needs .....c.cccecvnennn

Net Countable Income from Section A.......

. Basic Need Subtotal.....cciiiviniiiis = :

. Maximum Aid, Persons ...ccce.... B
Spacial Neads ....c.ccorreeririrciincenoinin

. Maximum Aid SUBIOTAL ..v.ooeuurevesrsvenisenen = ]

. Full Month Ald Subtotal
{Lowest Amount on Line 4, 7, or 14} ..... =

. Line 8 Prorated for Part of Month............... =
. Adjustmaent to Collect Overpayment.......... -
. Monthly Cash Aid Amount

{Line 8 or 9 less Ling 10).....ccceveecrnrecrens =
. Former State MAP, Persons.... §
. Special Needs (California}......oiiicneeene +

. Former State Subtotal ......ovevcvrervcirienens o :}

Rules: These rules apply; you may review them at your welfare
office. MPP 89-402.4

MFBS-4025 (11/02) CHANGE, STOP REG (BUDGET CHANGE} Page t of




NOTICE OF ACTION

{ADDRESSEE)

=

L

As of Dacember 1, 1992, the County is changing your cash aid
from § o $ .

Here’s why:

As of December 1, 1992, a change in State law will lower the
Maximum Aid Payment (MAP) that you can get by 1.3 percent.

Your new cash aid amount is figured on this notice.
If you want to know more about this State law change, or want to
ask for a State Hearing only on the law change, the fastest way is
to call toli-free;

1-800 925-8960
TDD for hearing impaired:

1-800 952-8348

Rules: These rules apply; you may review them at your welfare
office. MPP 44-315: W & | Code Saction 11450

COUNTY OF

ETATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL, SERVICES

Notice Date ©
Case
Name

Number
Worier
Name

Number

Talanh,

Address

Questions? Ask your Worker.

State Hearing: If you think this action is wrong, you can
ask for a hearing. The back of this page tells how. Your
benefits may not be changed if you ask for a hearing
befora this action takes place.

__i if you want a hearing, send your request to:
State Dept. of Social Services
Administrative Adjudications Div.
744 P 5t., M,.S. 19-88
Sacramento, CA 95814
rather than to the address on the back. This will allow

quicker handling of your appeal.
Monthly Cash Aid Amount

Section A, Countable Income, Month of

Total Earned INCOM@....v e rvsssiisssessnienss $
Work Expense Disregard......covcncvnccnsiiciininns =
330 and 1/3 Disragard ........oeevineecenreneeniacsensnns .
Deapendent Care Disregard.......cvcvmrmmmemeresacns *
Other Countable Income -- Sources:

+
o+
Court Ordered Support You Paid.......ccceveeinnn -
Net Countable Income..........ccooven i =
Sectlon B. Your Cash Ald, Month of
1. Basic Need, Persons....ccoeene $
2. Special Needs ........cccccoiiinvniinnnscesvccnnnen +
3. Net Countable Income from Saction A ....... -
4. Basic Need Subtotal.......... errreserereeesesarsneans =E::
5. Maximum Aid, Parsons ............. $
6. Special Needs .......ccrevemirriirsiossssnnanenn +
7. Maximum Aid SUBIORAL c.cvveecrvcecveenmnssean S
8. Full Month Aid Subtotal
(Lowest Amounton Line 4, 7, or 14) ..... =
9, Line 8 Prorated for Part of Month............... =
. Adjustment to Collect Overpayment........... -
. Monthly Cash Aid Amount
(Line Bor9less Line 10).unccrircciinnnns =

. FormerState MAP, _ Persons..... $
. Special Needs (California).........cevvnicen 4
. Former State Subtotal ........ccovnvevicinnenne o

RBK 111 (11/92) - CHANGE

Page 1 of




NOTICE OF ACTION

{ADDRESSEE)

=

L

As of December 1, 1992, a change in State law lowers the
Maximum Aid Payment (MAP) that you can get by 1.3 percent,
Because of this law change, your monthly cash aid is being
figured on the new lowar MAP, starting on that date.

Therefore, as of December 1, 1992, the County is changing your
cash aid from $ 0§

This does not change your first December cash aid check, but
your December midmonth check will be lower, so you won" be
overpaid. if we waited until January, you would be averpaid and
wouid have to pay money back.

This is how your December midmonth check is figured:
Your new monthly cash aid amount (shown abave),
LESS the amount of your first December aid check,
EQUALS the amounit of your midmonth check.
Your new cash aid amount is figured on this notice.
if you want 10 know more about this State law change, or want to
ask for a State Hearing only on the law change, the fastest way is
to call toil-free:
1-800 925-8960
TDD for hearing impaired:

1-800 952-8349

Rules: These rules apply; you may review them at your welfare
office. MPP 44-315; W & | Code Section 11450

COUNTY OF

STATE OF GALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

Notice Date :
GCase
Name

Numder
Worker
hame

Number

Telephone:

Address |

Questions? Ask your Worker,

-

State Hearing: If you think this action is wrong, you can
ask for a hearing. The back of this page tells how. Your
benefits may not be changed if you ask for a hearing
before this action takes place.

__J If you want a hearing, send your request to!
State Dept. of Social Services
Administrative Adjudications Div.
744 P St, M,.S. 19-98
Sacramento, CA 95814
rather than to the address on the back. This will aliow
quicker handling of your appeal.

Monthly Cash Ald Amount
Section A. Countabie Income, Month of

Total Earned Income......vviismncicsciiinn. §
Work Expense Disregard.......cccvmnvensinnnrennn,
$30 and 1/3 Disregard ......cccvimmmerrreeiermienees =
Dependent Care Disregard......coccviimniciiiiiinins =
Cther Countable Income -- Sources:

+
+
Court Ordered Support You Paid.......cccceinene .
Net Countable Income........coeoevviemcorvvcvivincvnrens =
Section B. Your Cash Ald, Month of
1. Basic Need, Persons.....een. 5
2. Special Needs ......cc.ccccvnenisinniinsesnnnen. 4
3. Net Countable Income from Section A....... .
4. Basic Need SUbtOEl ... oocecreerereecee s "I
5. Maximum Aid, Persons ......c.ee... $
6. Special Needs ... vevirirn i ss cinisiion +
7. Maximum Aid SUBLOLal .....ueeeveveeeeeser e g[:
8. Full Month Ald Subtotal

{Lowest Amounton Line 4, 7, or 14)...... =

9. Line 8 Prorated for Part of Month................ =

10. Adjustment to Coliect Overpayment.......... -
11. Monthly Cash Aid Amount

(Ling 8or 9less Line 10}.cvvveeerecrvarvenenne =
12. Former State MAP, Parsons..... S
13. Special Needs (California)........c.ceivcsercenes
+
14. Former State Subtotal..........veermeeecseenn,

RBK 121 (11/82) - CHANGE MIDMONTH

Page 1 of




NOTICE OF ACTION GOUNTY OF

{ADDRESSEE)}

=

L

As of January 1, 1993 the County is changing your cash aid from
$ o § .You are being
overpaid $ for December.

Here's why:

As of Decamber 1, 1992, a change in State law lowered the
monthly Maximum Aid Payment (MAP) that you can get

by 1.3 percent. This change to your cash aid is required by law.

Your new cash aid amount is figured on this notice.

If you want to know more about this State law change, or want to
ask for a State Hearing only on the iaw change, the fastest way
is to call toll-free:

1-800 925-8960
TDD for hearing impaired:

1-800 952-834%

Rules: These rules apply; you may review them at your welfare
office: MPP 44-315; W & | Code Section 11450

Notice Date :

STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

Case

Nema
Numbar

Worker

hame

Number

Tedeh

Address

Quastions? Ask your Warker.

State Hearing: If you think this action Is wrong, you can
ask for a hearing. The back of this page tells how. Your
benefits may not be changed if you ask for a hearing
before this action takes place.

__J If you want a hearing, send your request fo:

State Dept. of Social Services
Administrative Adjudications Diw.
744 P St., M,.S. 19-98
Sacramento, CA 95814
rather than 1o the addrass on the back. This will allow

guickar handling of your appeal.

Monthly Cash Ald Amount

Section A, Countable Income, Month of

Total Earned Income......c.cevee e cnniiicnaneennnns $
Work Expense Disregard..........cccumicmnrenine
$30 and 1/3 Disregard ........cccvnniiininnnnne .
Dependent Care Disregard........cccceeeennnnvarnnnns -
Other Countable income -- Sources:

+
»'.
Court Crdered Support You Paid.......ccccvmriaeen. -
Net Countable Income.........ccccvmrevrernenievennn =
Saction B. Your Cash Aid, Month of
1. Basic Need, Persons....cceeeee. §
2. Special Neads ........coccciinnininninn +
3. Net Countable incoma from Section A....... .
4, Basic Need Subtotal.........occvnvnisvimsienn = L__———-l
5. Maximum Aid, Persons ....c...... $
6. Special Neads ........occoevicieninccciccrncnenne +
7. Maximum Aid SUBLOLE] -..eoos oo reeeeerrreen ]
8. Fuli Month Ald Subtotal
{Lowest Amount on Line 4, 7, or 14)...... =
9. Line 8 Prorated for Part of Month .............. =
10. Adjustmant to Collect Overpayment..........

. Monthly Cash Ald Amount

{Line B or 9less Line 10}..ccrcerreercrnn o

Former State MAP, Persons.... $

. Special Needs {California).....c.cocovereniieenen +

Former State Subtotal .........coovvccvvcvccrecnes o |:]

RBK-13.1t (11/92) - CHANGE INC. OF

Page 1 of




STATE OF CALIFORNIA

NOTICE OF ACTION o R

(Continued)

Notice Date
Cone

Narme

Number

YOUR OVERPAYMENT

Because, in December wa are not able to make the change
required by the State law, you are being overpaid in
December.

When there is an overpayment, monthly aid is lowared until
the amount owed is paid back. We take less money out of your
monthly aid payment when an overpayment is caused by a
County mistake. We have decided that your overpayment was
caused by the County.

Tha nexi page shows how we iigured the amount of your
overpayment.

[0 We will collect this overpayment at a later date. You will
get another notice before we start to collect,

[J Coliaction of this overpayment begins in January. See a
fofiowing page to see how we figured how much will be
taken from your monthly aid paymaent,

{1 Your whole overpayment is being collected in
January. If there is no other change, your aid will
go up in February. You will get another notice
before your aid goes up.

If you go off cash aid before your overpaymant is paid back,
the County can take action to coliect.

You do not have to use any Social Security or SSI bensfits you
get to repay this overpayment,

WARNING: H you think this overpayment is wrong, this is
your last chance to ask for a hearing. The back of Page 1 talis
how. If you stay on aid, the County can collect an AFDC
overpayment by lowering your monthly grant. it can lower your
food stamps to collect an overissuance unless it was the
County's fault. if you go off aid before the overpayment or
overissuance is paid back, the County may take what you owe
out of your State income tax refund.

State Hearing: K you think this action is wrong, you can ask for
a hearing. The back of page 1 tells how.

RBK-12.21 (11/92) CHANGE INC. O Page 2 of




STATEbF CALIFORNIA — HEALTH AND WELFARE AGENCY

SUPPLEMENTAL STATEMENT OF FACTS — CASH AID
RELOCATION FAMILY GRANT

DEPARTMENT OF SOCIAL SERVICES

ATTACHMENT V

State law iimits the amount of cash aid a family can get to either the Maximum Aid Payment
amount from the State where they last lived or the cash aid figured for California, whichever is
less. This law applies to families who have not lived in California for the last 12 months in a
row. This limit on cash aid can apply up to 12 months.

There are cash aid penaliies for giving wrong or incomplete facts, or for faliing to repori facts or
situations which may affect an applicant's/recipient's eligibility or benefits.

COUNTY USE ONLY
Case Name;
Case Number:
Worker:

RELOCATION
State Code:
RFG Level:
RFG Months:

NAME OF PERSON APPLYING OR CARETAKER RELATIVE OF CHILD(REN) FCR WHOM AID IS WANTED,

SOGIAL SECURITY NUMRER

HAS ANYONE IN THE FAMILY LIVED IN CALIFORNIA FOR THE LAST 12 MONTHS IN A ROW?

{1 YES 3 NO

Complete section below for each person for whom you are applying. (If additional space is needed use the backside of this form.)

WHO LAST OUT-OF-STATE RESIDENCE (GITY, STATE)

DATE ARRIVED iN CALIFORNIA

CERTIFICATION

[ centify that [ have been informed of the Relocation Family Grant information as stated above.

I understand that alf facts included in this form are subject to investigation and review by County, State and Federal

personnel, and # | give wrong facts my cash aid may be denied or stopped.

| declare under penalty of perjury, under the laws of the United States and the State of California that the information

contained in this statement of facts is true, correct and completa,

SIGNATURE [PARENT OR CARETAKER RELATIVE, GR AUTHORIZED REPRESENTATIVE) OATE
SIGNATURE (CTHER PARENT LIVING IN THE LOME) DATE
WITNESS, iF YOU SIGNED WITH AN X" DATE
COUNTY CERTIFICATION
i certify that | have informed the applicant/recipient or caretaker relative of the Relocation
Family Grant as stated above,
DATE

ELIGIBILITY WORKER SiGNATURE EW NUMBER

BC A 2 BUP (13/582)




STATE OF CALIFORNIA-~HEALTH AND 'WELFARE AGENCY DEPARTMENT OF SQCIAL SERVICES

AFDC BUDGET WORKSHEET

TABE NAME. TAGE NUMBER: WORKER NUMBER:
Payment Month £ |Checki) Payment Morith g [Che ) Payment Month 2 jorok /)
2w 2| B 2t
A 2\ s a5
ASSISTANGE UNIT 20 ASSISTANGE UNIT - ASSISTANCE UNTT 212
s [ oo
—— — M
ADULTS ADULTS ADULTS
CHILDREN CHILBREN CHILDREN

A, Minimum Basic Standard of $ A. Minimum Basic Standard of $ A, Minimum Basic Standard of §
Adequate Care (MBSAC)/Rate Adeguate Care (MBSAC)/Rate Adequate Care {MBSACYRate
for Parsons for Persons for Persong
1. Special Needs (Other than 1. Special Needs {Other than 1. Special Needs {Other than
Homeless Assistance) . + Homeless Assistance} + Homeless Assistance) +
2. Net Nonexempt income 2. NetNonexempt Income 2. Net Nonexemp! incoma
(Enter ttem (B) 14 from Reverse) | - {Entar tem B 14 from Reverse} | .. {Enter tem B 14 from Reverse} | .
3. Potential Grant $ 3. Potantal Grant § 3. Polential Grant $
B. Maximum Aid Payrment {MAP)/Rale] $ B. Maximum Aid Payment {MAP)/Rate| $ B. Maximum Aid Payment (MAP)/Rate| $
for Persons for Persons for Persons
1. Special Needs (Other than 1. Special Needs (Other than 1. Special Needs (Other than
Homeless Assistance} + Homeless Assistance) + Homelass Assistance) %
2. MAP plus Special Needs § 2. MAP pius Special Needs $ 2. MAP plus Spedal Needs $
C. Former State MAP $ C. Former State MAP $ C. Former Stae MAP %
for, Persons for. Persans for, Persons
1. Special Needs {Other than 1. Special Needs (Other than 1. Special Needs (Other than
Homeless Assistance) + Homeless Assistance} + Homeless Assistance) +
2. Former Stale MAP § 2. Former State MAP $ 2. Former State MAP |3
plus Special Needs pits Spedial Needs plus Spacial Needs
D. Ald Payment (Lesser of A3, ) D. Aid Payment (Lesser of A3, $ D. Aid Payment {Lesser of A3, %
B2orC2) B2or C2} B2 or G2)
Proration figure Prosation figure Proration figure
Date; X Date: X Date: X
E. Prorated Aid Payment 3 £. Prorated Aid Payment $ £ Frorated Awd Payment [
F. Homeless F. Homeless F. Homeless
Assistance - Assistance + Assistance +
G. Overpayment G. Ovampayment G. Overpayment
Adjustment " Adjustment _ Adjustmen? _
M. Adjusted Aid ] H. Adjusted Aid [ H. Adjusted Al [
Payment - Payment - Paymen: -
B UDGE]' AECOMPUTATION
L. Aig Payment s i Aid Payment $ I Aid Payment $
Previously Authorized Praviously Authorized Previously Authorized
J. Correct Aid Payment $ J, Correct Aid Payment $ J. Correct Aid Payment $
K. Overpayment $ K. Overpayment $ K. Overpayment $
(I {largar than J) (i 1targer than ) (1f { targer than 1}
L. Underpayment $ L. Underpayment § L. Underpayment $
{if T larger than K {l¥ T larger than f) (If ¥ larger than B
EW INITIAL AND DATE AUTHORIZATION DATE EW INTIAL AND DATE AUTHORIZATION DATE EW INITIAL AND DATE AUTHORIZATION DATE

80 CA 30 {11/02) (BUDGET CHANGE)




INCOME COMPUTATION

{A) 185% INCOME TEST

Budget Month
for
Payment Month

) Budget Month:

for
Payment Month

i Budget Month

for
Payment Month

1. 185% of MBSAC plus Special Needs for Persons

2. Gross Income

(B3 plus B11 plus excluded parsons gross income.
Inciude chiid support collected by the county.)

3. Gross Income Eligible
(A1 exceeds A2)

00 vYES O No

[J vEs O No

3 YES |

NO

NET INCOME COMPUTATION

Budget Month

Payment Month

Budge! Month
for
Paymant Month

Budge! Morith
for
Paymeant Month

1. Gross Earned Income

Peteon 1 Person 2 Person 3

Pemon 1 |Parson 2 Person 3

Patson 2

Person 1

Pamon 3

2. Netincome from Self-Employment Eamings

(i appiicable, calculale below)

3. Total Eamed Income

4, Standard Work Expensa Lisregard

5. Disregard $30 (if applicabie)

6. Subtotal

7. Disregard 1/3 of Subtotal in 6 above (i! applicable)

8, Subtotal

9. Dependent Care Expense Disregard

a) Full Time - Chiid{ren) over 2 years

by Full Time - Child{ren} under 2 years

¢) Pant Time - Chiid(ran) over 2 years

d) Part Time - Chiid{ren) under 2 years

o) incapacitated Individual

10, Subtotal

11. Other Countable Income: (Spedify)

12. Court Ordered Child'Spousal Support Paid

13. Net Nonexempt income

H

14, Total Net Nonexempt Income
(Enter in A 2 on Side 1)

-

(C) EARNINGS FROM SELF-EMPLOYMENT

1. Gross Earnings from Self-Employment

2. Business Expenses: (Spedify)

3. Net Business Income
{C1 minus C2. Enter in B2 above)




ATTACHMENT VI

SPANISH TRANSLATIONS
GENERAL MASS INFORMING NOTICE TEMP BC 1
BC JA 2 SUP (11/92)
NA 200 (11/92) CHANGE
MF89-402A4 RFG APPROVAL
MFB89-402S CHANGE, STOP RFG
AFDC NOA RBXK 11t - CHANGE
AFDC NOA RBK 12t - CHANGE MIDMONTH
AFDC NOA RBK 13,1t - CHANGE INC. O/P

AFDC NOA RBX 13.2t - CHANGE INC., O/P - Continuation Page for
RBK 13.1t.



STATE OF CALIFORNIA ~ HEALTH AND WELFARE AGENCY

DEPARTMENT OF BOCIAL SERVICES

AVISO IMPORTANTE PARA LAS PERSONAS QUE RECIBEN ASISTENCIA MONETARIA

FAVOR DE LEER

CAMBIO EN LA LEY ESTATAL

A partir del 1 de diciembre de 1992, |a ley estatal cambia las reglas para la asistencia monetaria. Las nuevas reglas
reducen la cantidad maxima de asistencia monetaria que una familia puede recibir, limita la cantidad de asistencia
monetaria a los soliclantes gue no han vivido en California los GHimos 12 meses, y elimina e! limite en el nimero de
horas que una persona que recibe asistencia puede trabajar y todavia reunir los requisitos para recibir asistencia.

CAMBIO EN EL PAGO MAXIMO DE ASISTENCIA (MAP)

La iey estatal reduce en un 1.3 por ciento ai Pago
Maximo de Asistencia que una familia puede recibir. Vea
la tabla a la derecha para enterarse lo mas que pudiera
cambiar su asistencla monetaria. Este cambio entra en
vigor el 1 de diciembre de 1932. Si no podemos reducir
Su asistencia monetaria correspondiente a diciembre
inmediatamenta, usted recibird un pago excesivo y
tendra que reemboisar este dinero. Si recibe un pago
excesivo, recibirl otra notificacion.

Necesita hacer planes con respecio a este cambio. Si
la asistencia monetaria es su Unica fuente de ingresos,
usted tendrd menos dinero para satisfacer las
necesidades de su familia. Pero si usted trabaja,
aunque sea parte dei tiempo, o tiene otros ingresos,
puede gquedarse con mas dinero para satistacer las
necesidades de su familia.

PARA MAS INFORMACION
Por favor llame gratuitamente al:  1-800-925-8960
o

Para los sordos, TTD: 1-800-952-8349

CAMBIO EN LAS ESTAMPILLAS PARA COMIDA

La mayoria de las familias recibirdn mas estampillas
para comida cuando su asistencia monetaria baje.

PAGO MENSUAL PARA NUEVA
COLOCACION DE UNA FAMILIA

E! Pago Mensual para Nueva Colocacién de una
Familia es pertinenta a los galiciianties que no han
vivido en California durante ks ultimos 12 meses. El
Pago Mensual para Nueva Colocacién de una Familia
limita la cantidad de asistencia monetaria que una
familia puede recibir, & lo que sea menor entre:

. et MAP del estado donde vivian anteriormente, 0
. ia asistencia monetaria calculada para California.

£l Pago Mensuail para Nueva Colocacidn de una
Familia puede durar hasta 12 meses.

TEMP BC 1 (BP) {1142)

TABLA DEL MAP
DE ASISTENCIA MONETARIA
PERSONAS
QUE RECIBEN  MAP MAP
ASISTENCIA  ANTIGUO NUEVO REDUCCION
1 $ 311 $307 § 4
2 511 504 7
3 633 624 9
4 753 743 10
5 859 847 12
6 965 952 13
7 1,089 1,045 14
8 1,155 1,139 16
9 1,247 1,230 17
o més 1340 1322 18
ELIMINACION DE LA REGLA
DE LAS 100 HORAS

El cambio en ia ley estatal permite a una persona que
recibe beneficios trabajar mas horas. Ya no hay un
limite en el nimero de horas que una persecna que
reciba beneficios puede trabajar y todavia reunir los
requisitos para recibir asistencia monetaria. Hay solo
un iimite en a cantidad de ingresos que puede ganar y
todavia seguir siendo elegible.




STATE OF CALIFORNIA — HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES

DECLARACION SUPLEMENTAL 0E DATOS — ASISTENCIA MONE1ARIA
PAGO MENSUAL PARA NUEVA COLOCACION DE UNA FAMILIA

SOLO PARA USO DEL CONDADO
Case Name:

La ley estatal limita la cantidad de asistencia que una familla puede recibir, ya sea al Pago
Méaximo de Asistencia del estado donde vivieron ultimamente o a la asistencia monetaria { Gase Number:

calculada para California, io que sea menos. Esla ley aplica a familias que no han vivido en |, .
California durante los Gltimos 12 meses consecutivos. Este limite en la asistencia monetaria ’

puede durar hasta 12 meses. RELOCATION

Existen sanciones de asistencia monetaria por dar dafos erréneos o incompletos, ¢ por no .
S . h Lo T State Code:

reportar datos o situaciones que pudieran alectar la elegibilidad de un solicitante/persona que AFG Lovel
Vel

recibe beneficios.

RFG Months:

NOMBRE DE LA PERSONA QLIE PRESENTA LA S8OLIGITUD © PARIENTE ENGARGADO DEE CUIDADC DE LOS NINGS PARA LOS QUE SE SOLICITA LA ABISTENGIA. | NUMERO DEL BEGURO SOCIAL

SHAVIVIDO EN CALIFORNIA ALGUN MIEMBRO DE LA FAMILIA MAS DE 12 MESES CONSECUTIVOS? D si D NO

Complete fa seccién de abajo para cada persona para la que solicite beneficios. (Si necesita mas espacio, use el reverso de esta forma.)

LAUIENT ULTiMA RESIDENCIA FUERA DEL ESTADO ({CIUDAD, ESTADO) FECHA EN QUE LtLEGO A CALIFORNIA

CERTIFICACION

Centifico que se me ha informado sobre el Pago Mensual para Nueva Colocacién de una Familla antes mencionado.

Entiendo que todos los datos que se incluyen en esta forma estan sujetos a investigacion y revisién por personal del
condado, del estado y federal, y que si doy datos erréneos es posible que se niegue o pare mi asistencia monetaria.

Deciaro bajo pena de perjurio, en conformidad con las leyes de los Estados Unidos y del Estado de California, que la
informacién que contiene esta declaracién de datos es verdadera, correcta y completa.

FIRMA (PADRE/MADAE O PERSONA ENCARGADA DEL CUIDADO DE UN PARIENTE, O REFRESENTANTE AUTORIZADOD) FECHA
FIRMA (OTRO PADREMADRE QUE VIVE EN EL HOGAR) FECHA
TESTIGO, §! FIRMO CON UNA "X FECHA
CERTIFICACION DEL CONDADO
| cedtify that | have informed the applicant/racipient or caretaksr relative of the Relocation
Family Grant as stated above.
EW NUMBER FECHA

ELIGIBHLITY WORKER SIGNATURE

BC JA 2 SUP (SP) (11/02)




STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY

NOTIF I CACION DE AC DN CONDADO DE DEPARTMENT OF SOCIAL SERVICES

Fache do b potifcadtn
Nombre
det caso

Numen
Nomiace dal
Nimen
Taléfono
Direccidn

-

(s}

‘A"E’_ESSEE’ ) — ¢ Tene preguntas? Comuniquese con su trabajador.
Audiencia con el estado. Si usted cree que esta accién
astd equivocada, puade solicitar una audiencia. En el
reversc de esta hoja se le sxplica como hacerlo. Es

[_ __J posible que sus beneficios no cambien si usted solicita una
audiencia antes que esta accifn enfre en vigor.

Cantidad de la asistencla monetaria mensual

Seccién A. Ingresos contables en el mes de

Total de ingreasos ganados.......cmiinsicninienns $
Deduccién por gastos de trabajo ..., -
Deduccidn de $30y 1/3.. v riinieninnssr s -

Deduccién par cuidado de personas a su cargo.. -
Otros ingresos contables (enumere las fuentes)

s
3+
Mantenimiento pagado ordenado por la corte.. -
Ingresos contables netos ... Y

Seccién B. Su asist, monetaria en el mes de

1. Necesidades bésicas, personas.. $

2. Necesidades especiales.............enn +

3. Ingresos contables netos de la Seccién A -

4. Subtotal de necesidades basicas.............. = I:
5. Asistencia maxima, personas... $

6. Necesidades especiales........c.cccicinsiinn

7. Subtotal de asistencia maxima

8. Subtotai de asist. del mes completo

{Cant. menor en &l rengién 4,7, 014} .. =

9, Rangldn 8 prorrateado para parte del mes =

10. Ajuste para cobrar el pago excesivo ......... .
11. Cant. de {a asistencla monetaria mensuai

(Renglén 8 0 9 menos &l rengidn 10).... =

12, MAP del estado anterior, personas. $
13. Necesidades especialas (California} ......... -

14, Subtotal del estado anterior .........e...weeeee - E::l

Reglamentos. Estos ordsnamientos aplican; usted puede
consultarios en su oficina de bienastar; MPP

NA 200 (SP) {11/92) CHANGE {BUDGET CHANGE)} Page 1 of




STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

NOTIFICACION DE AC( DN CONDADO DE

Fecha de i notificecion ©
Nernbra
del cano

Numero
Nombra det
trabajador{a)

Numero

Taistons

Dirgccitn

{ADDRESSEE)

[ ]

¢ Tiene preguntas? Comuniquesa con su trabafador,

Audiencla con el estado, Si usted cree que esta accion
estd equivocada, puede solicitar una audiencia. En el
reverso de esta hoja se le explica cémo hacerlo. Es
posible que sus beneficios no cambien si usted solicita una
._I audiencia antes gue esta accion entre en vigor.

L

A partir del , el condado ha aprobado su Cantidad de la asistencia monetarla mensual
asistencia monetaria y su Medi-Cal basado en asistencia

monentaria. Su primar dia de recibir asistencia monetaria es el

Seccién A, Ingresos contables en el mes de

Su primera cantidad de asistencia monetaria mensuai es
$ . Esta se calcula de su subtotal de asistencia del

mes completo.

Su asistencia monetaria se calcula usando las reglas para un
Pago Mensual para Nueva Colocacion de una Familia, y su
subtotal de asistencia de! mes complato es el més bajo de los
siguientes subtotales en la Seccién B:

Subtotal de necesidades basicas
Subtotal de asistencia maxima (California)
Subtotal del estado anterior

Su subtotal de! estado anterior se basa en el Pago Maximo de
Asistencia (MAP} de
Se usaré este MAP para calcular su pago mensual para no més
de mes(es). Ustad recibird otra notificacién antas
que cambie la asistencia.

Esta es la razén por la cual usted recibird el Pago Mensual para
Nueva Colocacién de una Familia:

Nadie en su unidad familiar para fines de la asistencia ha vivido en
California durante 12 meses consecutivos inmediataments antes
que usted solicitara asistencia monastaria,

Reglamentos. Estos ordenamientos aplican; usted puede
consultarios en su oficina de bienestar: MPP 40-173.1, 44-315.4
y .5, 44-317, 89-402.4.

Total de ingresos ganadosS.......cvceorerveoricnne. $
Deduccidn por gastos de trabajo.........ccccoeeeeee..
Daduccion de $30y 1/3... “o-
Deduccién por cuidado de personas asu cargo -
Otros ingresos contables (enumere las fuentes)

Mantenimianio pagado ordenado por la corte.. -
Ingresos contables netos ..o =

Secclén B. Su asist. monetaria en sl mes de

1. Necesidades basicas, parsonas.. $

2. Necesidades especialas............... +

3. Ingresos contables netos de Ia Secctén A -

4. Subtotal de necesidades basicas........... = l__—_:l
5. Asistencia maxima, personas... $

6. Necesidades especiales.........ccerinsrorvcans +

7. Subtotal de asistencia méaxima................ = ::!
8. Subtotal de asist. de! mes completo

{Cant. menor en el rengién 4, 7, 0 14) ..
9. Renglon 8 prorrateado para parte del mes
. Ajuste para cobrar el pago excesivo ......... -

. Cant. de la asistencia monetaria mensual
{Rengibn B 0 9 menos el renglon 10).... =

personas, $
. Necasidades especiales (California)......... +

. Subtotal del estado anterior .........ceeereens :}

. MAP del astado anterior,

MF B89-402A (SP) [11/92} - RFG APPROVAL (BLIDGET CHANGE)

Page 1 of



) STATE OF CALIFORNIA
- NOTIFICACION DE A{ ION CONDADO DE : DT e s

Fecha de ia notificacién :
Nombre
del caso

Niimaro

Nembre del

Fomindei( )
Nomere
Teldtone

Direccitin

‘AFTESSEE) __t ¢ Tiene preguntas? Comuniquese con su trabajador.

Audlencla con ai estado, Si usted cree que esta accion
estd equivocada, pueds solicitar una audiencia. En el
reverso de esla hoja se le explica cémo hacerlo. Es
posible que sus bansficios no cambien si usted soficita una

L_. _-] audisncia antes gue esta accién entre en vigor.
A partir del , ol condado cambiara: L Cantldad de la asistencla monetarla mensual
[} su asistencia monstaria cantidad mensual de Seccién A. Ingrasos contables en el mas de
& a§
Total de ingresos ganados..........ccoeeverevneiennns $
[J Ia manera en que se calcula su asistencia monetaria Deduccion por gastos de trabajo.......cceeeveeen, -
mensual, pero no hay cambios en la cantidad de su Deduccion de $30y 1/3...cv v -
asistencia. Deduccién por cuidado de personas a su cargo.. -
Su asistencia ya no se calcula usando las reglas para un Pago Otros ingresos contables (enumere las fuentas)
Mensual para Nueva Colocacion de una Familia. *
, +
La razén es la siguients: Mantenimiento pagado ordenado por la corte., -

) o i Ingresos contables netos ... =
Por lo menos una persona en su unidad familiar para fines de la
asistencia, ya ha vivido en California durante 12 meses

consecutivos. Saccléon B. Su aslst. monetarla en of mes de

. Necesidades basicas, personas.. §
. Necesidades aspeciales............coerrvernnns +
Ingresos contables netos de la Seccibn A -

. Subtotal de necesidades basicas............. = l::]

Asistancia maxima, personas... $
. Necesidades especiales.........ccoreevvcnirenn +
. Subtotal de asistencia maxima................ =
. Subtotal de aslst. del mes completo
{Cant. menor en el renglén 4, 7, 0 14} .,
. Renglén 8 prorrateado para parte del mes
. Ajuste para cobrar el pago excesivo ......... -
. Cant. de la asistencia monetaria mensual
{Renglén 8 0 9 menos el renglén 10} ... =

]

. MAP del estado anterior, personas. $
. Necesidades especiales (California) ......... +

. Subtota! del estado anterior ................... - |:::]

Reglamentos. Estos ordenamientos aplican; usted puede
consultarios en su oficina de blenestar; MPP 89-402 4.

MF 86-4028 (SP} (1182} - CHANGE, STOP RFG {BUDGET CHANGE) Page 1 of




NOTIFICACION DE AC ON

(ADDRESSEE)

-

L

A partir de! 1 de diciembre de 1992, el condado cambiara su
asistencia monetaria de § a$ .

i.a razon es la siguiente:

A partir dei 1 de diciembre de 1992, un cambio en la ley estatal
raducird en un 1.3 por ciento, el pago maximo de asistencia
{MAP) que usted puede recibir.

En esta notificacion se calcula su nueva cantidad de asistencia
monaetaria.

Si usted desea saber mas acerca de este cambio en la ley estatal,
o desea pedir una audiencia con el estado sclamente con

respecto al cambio en la ley, ia manera mas rapida es llamando
gratuitamente al; '

1-800-925-8960
TDD para los sordos:

1-800-952-8349

Reglamentos. Estos ordenamientos aplican; usted puede
consultarios en su oficina de bienestar: MPP 44-315; seccion
11450 del Cédigo de Bienestar e Instituciones (W&IC).

CONDADO DE

Fecha de ia notificacion :
Nombre

STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVIGES

del cazo

Numero

Nembre de!

trabajador(s)

Nameto

Teléfone

Direcadn

¢ Tiene preguntas? Comuniquese con su trabajador,

_‘ Audiencia con el estado. Si usted cree que esta accién
estd squivocada, puede solicitar una audiencia. En el
reverso de esta hoja se le explica como hacerlo. Es
posible que sus benaficios no cambien si usted solicita una
audiencia antes que esta accion entrs en vigor.

_l s desea una audiencia, en vez de enviar su peticién a
la direcci6n en el reverso, enviela a:

State Department of Social Services
Administrative Adjudications Division
744 P Streat, M.S. 18-98
Sacramento, CA 95814

Esto acelerara el tramite de su apelacion.
Cantidad de ia asistencia monetaria mensual
Secclén A. Ingresos contables en el mes de

Total de ingresos ganados......ueeenmerenennenen $
Deduccin por gastos de trabajo......ieenn, -
Deduccién de $30 ¥ 1/3 . -

Deduccién por cuidado de personas a su cargo.. -
Oftros ingresos contables (enumers las fuentas)

+
+
Mantenimiento pagado ordenado por la corte.. -
Ingresos contables netos ... =
Seccién B. Su asist. monetaria en el mes de
1. Necesidades bésicas, personas.. §
2. Necesidades especiales.......crirenrnenns +
3. ingresos contables netos de fa Seccién A -
4. Subtotal de necesidades bésicas............ = I:]
5. Asistencia maxima, personas... §
6. Necesidades especiales..........cocvvevriernens +
7. Subtotal de asistencia maxima................. = [:]
8. Subtotal de asist. del mes completo

(Cant. menoren el renglén 4,7, 0 14} .. =
. Renglén 8 prorrateado para parte dal mes =
. Ajuste para cobrar el pago excesivo ......... -
. Cant. de la asistencia monetarla mensual

{Rengldn 8 o 9 menos el renglén 10}.... =

. MAP del estado anterior,

personas. $
. Necesidades especiales (California) ... |
. Subtotal del estado anterior ......ceernen

RBK 11t ({SP} (11/82) - CHANGE

Page 1 of




NOTIFICACION DE AC ON CONDADO DE

(ADDRESSEE}

-

L

A parir del 1 de diciembre de 1992, un cambic en la ley estatal
reduce en un 1.3 por ciento, el pago maximo de asistencia (MAP)
que usted puede recibir. A causa de aste cambic en la ley, se
esté calculando su asistencia monetaria mensual en conformidad
con el nuevo MAP, el cual es méas bajo, comenzando en esa
fecha.

Por io tanto, a parir del 1 de diciembre de 1992, el condado esta
cambiando su asistencia monetaria de § a

§

Esto no cambia su primer cheque de asistencia monetaria para
diciembre, pero su cheque para madiados del mes serd menos,
para que no vaya usted a recibir un pago excesive, Si
hubiéramos esperado hasta enero, usted recibiria un pago
axcesivo, y tendria que reemboisar el dinero.

Su cheque para mediados da diciembre se calcula de esta
manera:

Su nueva cantidad mensual de asistencia monetaria {se
muestra arriba), MENOS la cantidad de su primer cheque de
asistencia para el mes de diciembre, RESULTA en la cantidad
de su cheque para mediados del mes.

En esta notificacion se calcula su nueva cantidad de asistancia
monetaria.

Si usted desea saber mas acerca de este cambio en la ley estatal,
o desea pedir una audiencia con el estado sclamante con
respecto al cambio en la ley, la manera mas rapida es Hamando
gratuitamente al:

1-800-925-8560
TDD para los sordos:
1-800-952-8349

Reglamentos, Estos ordenamientos aplican; usted puede
consultarlos en su oficina de bienestar: MPP 44-315; seccidén
11450 del Cadigo de Bienestar e Instituciones (W&IC).

Fecha de la notificacian
Nombre

deot caso

Numero

Nombre dei

Trabajador{a}
Numaero
Telétoro

Direccien

-

_

STATE OF CALIFORMIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF 50CIAL BERVICES

; Tlene preguntas? Comuniquese con su trabajador.

Audlencia con el estado. Si usted cree que esta accién
estd equivocada, puede solicitar una audiencia. En el
reverso de esta hoja se le explica cdmo hacerlo. Es
pasible que sus beneficios no cambien si usted solicita una
audiencia antes que esta acclén entre en vigor.

Si desea una audiencia, en vez de enviar su peticion a
la direccion en sl reverso, envisla a;

State Department of Social Sarvices
Administrative Adjudications Division
744 P Street, M.S, 19-98
Sacramento, CA 95814

Esto acelerard el tramite de su apelacién.

Cantidad de la aslstencia monetaria mensual
Secclén A. Ingresos contables en ef mes de

Total de ingresos ganados.....nvenenon. §
Deduccién por gastos de trabajo.....ceveecenns =
Deduccitn de $30y 1/3 . i, -

Deduceién por cuidado de personas a su cargo.. -
Otros ingresos contables {enumera las fuentes)

AW R

oo~ 0

. Asistencia maxima, personas...
. Necesidades especiales..........c.cveeenn
. Subtotal de asistencia maxima..........cceee.
. Subtotal de asisi. del mes completo

9. Renglén 8 prorrateado para parte del mes
. Ajuste para cobrar ef pago excesivo ......... -
. Cant. de |a asistencia monetaria mensual

Mantenimiento pagado ordenado por la corte.. -
Ingresos contables netos ... =

Seccién B. Su asist. monetaria en el mes de

. Necesidades basicas, personas.. §
. Necesidades especiales.........occiinn, +
. Ingresos contables netos de la Seccién A
. Subtotal de necesidades basicas..............

Il

j

{Cant. menor en el rengién 4,7, 0 14) ..

{Renglén 8 0 8 menos el renglén 10}.... =

. MAP del estado anterior, personas., $
. Necesidades especiaies {California).........

. Subtotal del estado anterior ... - [:::]

RBK 121 (SP) (11/82) - CHANGE MIDMONTH

Page 1 of



STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY

NOTI FI CACION DE AC ON | CONDADO DE DEPARTMENT OF SOCIAL SERVICES

{ADDRESSEE)

=

L

A partir de! 1 de enero de 1993, el condado cambiaréd su
asistencia monetaria de § a$ .
Se ie estan pagando § en exceso en diciembre.

La razén es la siguiente:

A partir del 1 de diciembre de 1992, un cambio en ia ley estatal
redujo en un 1.3 por ciento, el Page Maximo de Asistencia
mensual (MAP) que usted puede recibir. La ley requiere este
cambio en su asistencia monetaria,

En esta notificacidon se calcula su nueva cantidad de asistencia
monetaria.

Si usted desea saber mas acerca de esle cambio en ia ley estatal,
o0 desea pedir una audiencia con el estado solamente con
respecto al cambio en la ley, la manera méas rédpida es lamando
gratuitamente al;

1-800-925-8960
TDD para los sordos:

1-800-952-8349

Reglamentos. Estos ordenamientos aplican; usted puede
consultarios en su oficina de bienestar: MPP 44-315; seccidn
11450 dsl Cédigo de Bienestar e instituciones (W&IC).

Facha de i@ notificacion -
Nombre

del caso

Mumerc

Nombre del

trabajadorfa)

Numerc

Toeléiono

Direccién

: Tiene preguntas? Comuniquese con su trabajador.

] Audiencia con el estado. Si usted cree que esta accion
esta eguivocada, puede solicitar una audiencia. En el
reverso de esta hoja se le explica cémo hacerlo. Es
posibie que sus beneficios no cambien si usted solicita una
audiencia anies gue esta accidn entre en vigor,

__J Si desea una audiencia, en vez de enviar su peticién a
ia direccién en ef reverso, enviela a;

State Department of Social Services
Administrative Adjudications Division
744 P Street, M.5. 19-98
Sacramento, CA 95814

Esto acelerara ef tramite de su apelacién.
Cantidad de la asistencia monetaria mensual
Seccién A. Ingresos contables en ¢l mes de

Total de ingresos ganados....ceereeerrmeeees $
Deduccién por gastos de trabajo....oeeeeiinns -
Deduccibn de 830y 1/3. e =
Deducsién por cuidado de personas a su cargo.. -
Ctros ingresos contables (enumere las fuentes)

+

+

Mantenimiento pagado ordenado por la corle.. -

Ingresos contables netos .........ccccieineeneee. =
Seccién B. Su asist. monetaria en &l mes de

. Necesidades basicas, personas.. $

. Necesidades especiales. ... +

. Ingresos contables netos de la Seccién A
. Sublotal de necesidades basicas............

U

. Asistencia maxima, personas.., §
. Necesidades especiales....cocoverciccnceees
. Subtotal de asistancia maxima........cue
. Subtotal de asist. del mes completo

(Cant. menor en &l rengldn 4,7, 0 14) ..
. Renglén 8 prorrateado para parte del mes
. Ajuste para cobrar el pago excesivo .........
. Cant. de la asistencia monetarla mensual
(Renglén 8 o 9 menos el rengidn 10)....

U

. MAP del estado anterior, personas. $
. Necesidades especiales (California).........

. Subtotal del estado anterior .......ceeeveeenenene - ':::]

RBK 1311 (SP} (11/92} - CHANGE INC. Q/P

Page 1 of



' STATE OF GALIFORNIA
NOTIFICACION DE AC™"ON e ool
{Continuacion)

Fecha do la
Nombre del
caso!

Numese,

SU PAGO EXCESIVO

A causa de que en diciembre no podemos hacer el cambio
reguerido por la ley astatal, usted estd recibisndo un pago
excesivo en diciembre.

Cuando hay un pago excesivo, se reduce la asistencia mensual,
hasta que se termine de reembolsar la cantidad que se debe.
Cuando el pago excesivo es causado por un error del condado,
tomamos menos dinero de su pago mensual de asistencia.
Hemos decidido que el pago excesivo suyo fue causado por el
condado.

La siguiente pagina muestra la manera en que calculamos la
cantidad de su pago excesivo.

[3 -Cobraremos este pago excesivo en una fecha posterior,
Usted recibird otra notificacién antes que comencemos a
cobrar.

{J El cobro de este pago excesivo comienza en enero. Vea la
siguiente pagina para ver la manera en que calculamoes lo que
tomaremos de su pago mensuai de asistencia.

(71 Se cobrara todo su page excesive en enero. Si no hay
otros cambios, su asistancia subird en febrero. Usted
recibira otra notificacién antes que su asistencia suba.

Si usted deja de recibir asisiencia monetaria antes que reembolse
su pago excesivo, el condado puede ejercitar una accidon de
cobranza.

Usted no tiene que utilizar beneficios del Seguro Social o de S85I
que usted recibe, para reembolsar ests pago excesive,

ADVERTENCIA: Si cree que este pago excesive estd equivocado,
esta es su Uitima oportunidad de pedir una audiencia, En el
reversa de la pagina 1, se le indica como hacerio. Si sigue
recibiendo asistencia, ef condado puede cobrar un pago excesivo
de AFDC reduciendo su pago mensual, Este puede reducir sus
estampillas para comida para cobrar una emisién excesiva, a
menos que sea error del condado, Si deja de recibir asistencia
antes que se reembolse el pago excesive o la emisidn excesiva, el
condado puede tomar lo que usted debe de su devolucion de
impuestos estatales sobre los ingresos.

Audiencia con el estado. Si cree que esta accion estd equivocada,
puede pedir una audiencia. En el reverso de la pagina 1 se le explica
cdmao hacerlo.
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